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 Purpose: who can use contraceptive methods



WHO Medical Eligibility Criteria

« Combined hormonal contraceptives (CHC)

— COC: Combined oral contraceptives
— CIC: Combined injectable contraceptives
— P/R: Patch and Vaginal Ring

* Progestin only contraceptives

— POP: Progestin only pills
— DMPA: Depo-MPA
— IMPLT: Implanon contraceptive implant

e |ntrauterine contraceptives

— Cu-IUD: Copper T-380 IUD
— LNG-IUD: Levonorgestrel IUS



WHO Medical Eligibility Criteria
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WHO Medical Eligibility Criteria

Unigue contributions

— Evidence based

— Comprehensive, up-to-date

—Only “accepted” guideline of its kind
Considerations for use in US

—WHO Criteria were written to include “lowest
common denominator” health systems

— Conservative for use in the US
— Consider as “tools not rules”



WHO Intent for
Medical Eligibility Criteria

“...guidance in this document is intended for
Interpretation at country and programme levels in
a manner that reflects the diversity of situations
and settings in which contraceptives are

provided.”

WHO MEC, 4" edition, 2009
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Presentation Notes
WHO has always recognized that one set of guidance will not fit all global situations and has always intended for the guidance to be adapted at the local level;  the MEC document directly states…

One example is the UK which adapted the guidance several years ago.  The Faculty of Family Planning and Reproductive Health Care of the RCOG made a few changes and a few additions and published the guidance as the UK MEC.  The guidelines now represent standard practice in the UK. 


US MEC: Scope

WHO MEC contains > 1800 recommendations

No need to adapt majority of recommendations
— Science Is the same

— Recommendations are widely used around the

world, including |

n the US

Majority of WHO recommendations used in USMEC

— Exceptions: exist
needed to be ada

CDC reviews period

iIng WHO recommendations that
nted for US context

iIc changes to WHO guidelines

- triggers reconsic

eration of UC MEC
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Presentation Notes
Our first step was to determine the scope of the adaptation.  The current WHO MEC includes over 1800 individual recommendations.  It was not possible, nor was it necessary, to adapt each of those recommendations for use in the United States.  The science-base and, because of CDC’s close partnership with WHO, the process for identifying and synthesizing the evidence would be the same.  In addition, these recommendations are widely used around the world, including in the US – because of this, WHO has a strong commitment to only changing guidance when there is a compelling reason based on new evidence.  Therefore, CDC made the decision to accept the majority of the WHO recommendations for the US.  However, we thought there might be a small number of existing WHO recommendations that could be adapted for best implementation in the US context.  


Differences between US MEC
and WHO MEC

New medical conditions

Existing WHO guidance

Breastfeeding and CHC

Breastfeeding and
progestin-only methods

Postpartum IUCs
Ovarian cancer and IUCs
Fibroids and IUCs

DVT/PE and hormonal
contraception

Valvular heart disease
and IUDs

Rheumatoid arthritis
Endometrial hyperplasia

Inflammatory bowel
disease

Bariatric surgery

Solid organ
transplantation

Peripartum
cardiomyopathy



WHO Selected Practice Recommendations
(SPR) for Contraceptive Use 2008

o 28 contraceptive practice guidelines; Q&A format

— http://www.who.int/reproductive-
health/publications/spr/index.htm

« CDC had planned to adapt SPR to US, but now will
develop comprehensive recommendations

— MEC: who can use contraception (e.g., safety)
— SPR: how to use contraceptives (e.g., efficacy)

 To be published in MMWR as companion volume
to CDC STD Treatment Guidelines



SELECTED PRACTICE RECOMMENDATIONS

FOR CONTRACEPTIVE USE -

Grace period for a repeat injection
UL date of DMPA extended to 4 weeks

The following changes were made to address situations where
a woman comes late for her repeat DMPA injection.

Question 6. When can a woman have repeat

Up to progestogen-only injectables (POIs) - depot-

16 weeks medroxyprogesterone acetate (DOMPA) or
norethisterone enantate (NET-EN)?

+ 0 days HEFED

W i t h out \ Late for an injection
b K * The repeat injection of DMPA can be given up to 4 weeks
aCKk-U p late without requiring additional contraceptive protection.




WHO Selected Practice Recommendations
240]0%!

« Blood pressure measurement before initiation of
— OCs, POPs, DMPA, and implants

« Not recommended as “contributing substantially to
safe and effective use of a hormonal contraceptive”

— Breast or genital tract examination
— Cervical cancer screening

— STl risk assessment, physical exam, screening
tests

— Hemoglobin determination
— Other routine lab tests



Contraceptive Efficacy
“Tiers”

Middle Tier: Effective

DMPA, Oral Contraceptive (OC), Patch, Ring




Contraceptive Effectiveness
and Continuation Rates

Perfect | Typical |Continuation
Use Use rate

Implant (Implanon) 0.05 0.05 84%

Male sterilization 0.10 0.15 100%

IUC

LNG-IUS (Mirena) 0.2 0.2 80%

Cu-T 380 (ParaGard) 0.6 0.8 /8%

Female sterilization 0.5 0.5 100%

DMPA 0.3 3.0 56%

OCs, Patch, Ring 0.3 8.0 68%

Hatcher, RA et al; Contraceptive Technology 19th Edition,: 2007
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Presentation Notes
For methods that require the user to remember daily or do something at the time of intercourse, the most important determinant of success is consistent and correct use.
Methods that require less of the user, such as IUD, Depo Provera, Norplant and Sterilization are minimally influenced by consistent use; they also have higher inherent efficacy.
Source:
Hatcher, RA et al; Contraceptive Technology 18th Edition, New York, Ardent: 2004.


Hysteroscopic Sterilization

e Essure Procedure®

— Micro-insert is placed in proximal portion of each
fallopian tube lumen...expands upon release and
permanently anchored in the tube

 Adiana Permanent Contraception®

— Radiofrequency burn in the proximal portion of
each tube lumen, then rice-grain sized silicon
maitrix inserted

« Subsequent benign local tissue in-growth over a 3-
month period...scarring blocks fallopian tube




Sterilization Comparisons

Hysteroscopic Tubal Vasectomy
Sterilization Ligation

Incisions None 1-2 1-2
Typical Local or General Local
anesthesia IV Sedation
Peritoneal entry No Yes No
Resume activities 1-2 days 4.4 days 2 days
Effectiveness rate |E: 99.7% @ 5 yrs 98.82% 98.87%

A: 98.4% @ 3 yrs @ 4 yrs @ 5yrs

E: Essure® A=Adiana®
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Jamieson DJ, Costello C, Trussell J, Hillis SD, Marchbanks PA, Peterson HB; US Collaborative Review of Sterilization Working Group.Related Articles, Links  
The risk of pregnancy after vasectomy.�Obstet Gynecol. 2004 May;103(5 Pt 1):848-50. Erratum in: Obstet Gynecol. 2004 Jul;104(1):200. �PMID: 15121555 [PubMed - indexed for MEDLINE]
2: 
Peterson HB, Xia Z, Hughes JM, Wilcox LS, Tylor LR, Trussell J.
Related Articles, Links 
 
The risk of pregnancy after tubal sterilization: findings from the U.S. Collaborative Review of Sterilization.�Am J Obstet Gynecol. 1996 Apr;174(4):1161-8; discussion 1168-70. �PMID: 8623843 [PubMed - indexed for MEDLINE]



Hysteroscopic Sterilization:
Candidates

« Women who prefer this approach to laparoscopy
« Especially, for women with ...

— Obesity (BMI of > 45)

— Abdominal mesh that prevents laparoscopy

— Permanent colostomy

— Multiple abdominal/pelvic surgeries (adhesions)
— Use of anticoagulation medications

— Medical problems that contraindicate general
anesthesia



Why LARC* Methods?
*Long Acting Reversible Contraception

JUCs and Implants are “forgettable”
— Single motivational act for insertion

— Do not require episodic, daily, weekly, monthly,
or every 12 week patient initiative for use

— Glve continuous 24/7/365 contraceptive
protection

— No need to take time to refill prescriptions
—Long term protection...3-10 years



Why LARC* Methods?
*Long Acting Reversible
Contraception

Are the most effective reversible methods
availlable

Have superior continuation rates and highest
patient satisfaction among methods

Are an alternative to surgical sterilization

Are the most cost effective and cost saving
methods



Indications for lUC Use

« Both IUC products
—Long term contraception in fertile women

e US-MEC for IUD Use Grade
= Menarche to age 20
= Age 20 and older
= Nulliparity
= Parous




Rate of PID by Duration of [lUC Use

10 -
8 _
6 _
Rate per
1000 4 -
Woman-
Years Z 7
0

n=~20,000 women.

Baseline PID risk:
1-2 cases /[TWY

<20 days 21 days - 8 years
Duration of Use

Adapted from Farley T, et al. Lancet. 1992;339:785-788.
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Presentation Notes
Longer duration of IUC use is associated with a lower rate of pelvic inflammatory disease. 
Among approximately 20,000 women using the device for 21 days to 8 years, incidence of the disease was approximately 1 per 1000 woman-years, as opposed to a rate of nearly 10 in 1000 woman-years among women using the IUC for 20 days or less.

Reference:
Farley T, Rowe P, Meirik O, Rosenber MJ, Chen J-H. Intrauterine devices and pelvic inflammatory disease: an international perspective. Lancet 1992;339:1904.


Fertility Rates in Parous Women After
Discontinuation of Contraceptive
100

’————__
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Pregnancies
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40 Diaphragm
20 _ __ Other methods
O /4
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Months After Discontinuation
Vessey MP, et al. Br Med J. 1983.

Andersson K, et al. Contraception. 1992.
Belhadj H, et al. Contraception. 1986.
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Talking Point
Research indicates that return of fertility after IUD removal is rapid, similar to that after discontinuation of barrier methods.

References
Vessey MP, Lawless M, McPherson K, Yeates D. Fertility after stopping use of intrauterine contraceptive device. Br Med J (Clin Res Ed). 1983;286(6359):106. 
Andersson K, Batar I, Rybo G. Return to fertility after removal of a levonorgestrel releasing intrauterine device and Nova-T. Contraception. 1992;46:575. 
Belhadj H, Sivin I, Diaz S, et al. Recovery of fertility after use of the levonorgestrel 20 mcg/d or copper T 380 Ag intrauterine device. Contraception. 1986;34(3):261. 

- - -
Original content for this slide submitted by the Clinical Advisory Committee for the Clinical Update on Intrauterine Contraception project in April 2007. Original funding received from Bayer HealthCare Pharmaceuticals through an unrestricted educational grant. Last reviewed/updated by the Clinical Advisory Committee for the Clinical Update on Intrauterine Contraception project in May 2007.


Pre-IUC Insertion Screening

 Evidence supports no routine screening tests

— Ct, GC: If high risk sexual behaviors or <26 yo
and annual screening Ct not yet performed

— Pregnancy test: only If pregnancy suspected

—Pap smear: if due for a scheduled Pap (in her
case, Pap unnecessary since < 3 years from
sexual debut)

— Hematocrit: only if anemia suspected

 Any indicated screening test can be done on the
day of IUC insertion



JUC Pre-Insertion Guidelines

 Prophylactic antibiotics
— No value based on randomized clinical trials
e Premedication

— NSAID 30-60 minutes before insertion Is
orovided commonly, but two small studies
nave mixed results regarding the effect on
paln score during and after insertion
orocedure




Is A Follow Up Visit Necessary?

Practices vary widely in the US

Two studies by WHO in Africa with non-medicated
IUCs conclude that follow-up visit iIs unnecessary

Arguments for routine follow-up visit

— Opportunity for further counseling, esp if high risk
for discontinuation due to bleeding changes

— Early asymptomatic expulsion may be found

— Medico-legal “standard of practice” ?

Arguments against routine follow-up visit

— Adverse effects (except expulsion) have symptoms



Post-IUC Insertion Counseling

The client should return if...

 The string cannot be located (use barrier
method until placement is confirmed)

e Symptoms of pregnancy are present
e Symptoms of infection are present

—Abdominal or pelvic pain, deep dysparunia,
fever, vaginal discharge

e Sudden unexplained pelvic pain occurs
« Excessively heavy bleeding


Presenter
Presentation Notes
Prepare the patient for the insertion procedure by explaining that, as with any pelvic procedure, a woman may feel some cramp-like discomfort. Reassure her that you will take care to minimize discomfort and that the insertion procedure is brief.

Advise the patient to call the office afterward if she cannot locate the string; her menstrual period returns to its pre-insertion pattern of flow or duration; she notices symptoms suggesting pregnancy - nausea, breast tenderness, etc.; or if she experiences sudden onset of unexplained pelvic pain.

























Emergency Contraceptive

Products

« FDA changed the age threshold for OTC dispensing
— Available without prescription if 17 y.o. or older
— Prescription only for women under 17 y.o.

— Pharmacist may require proof of age
 Plan B® One-Step (now Teva; previously Duramed)

—Single dose tablet ; 1.5 mg levonorgestrel
— Labeled for 72 hours from last intercourse

—Plan B (2 tablet product ) is no longer available
 Next Choice® (generic/ Watson Pharma)

— Same as the two tablet Plan B® product
—Labeling: 1 tab Q12 hrs; off label: 2 tabs at once




Ulipristal Acetate (UPA): Ella®

Selective progesterone receptor modulator
Taken orally in single 30 mg dose

Approved in Europe(2009) for up to 5 days
Mechanism of action

— Prevent ovulation, with follicles up to 18-20 mm
—Inhibits implantation, but higher dose required
Failure rate vs. LNG (meta-analysis 0-120 hr)

— UPA 1.3% vs. LNG 2.2%

— Odds Ratio = 0.55 (0.32-0.93)



Ulipristal Acetate (UPA): Ella®
Glasier AF, Lancet 2010;375:555

« Comparative trial of UPA 30 mg vs LNG 1.5 mg
— 1,696 women used with 72 hours of intercourse
e Failures: UPA 1.8% vs. LNG 2.6% (OR=0.68)
— 203 women used with 72-120 hrs of intercourse
 Failures: UPA- none vs. LNG- 3 pregnhancies
— Headache: UPA=19%, LNG=19%
e Conclusion
— UPA Is “not inferior” to LNG
— UPA Is effective for up to 5 days after exposure



Body Weight and Contraception

e 4 issues about body weight with each
method

—Will the method cause excess weight
gain (compared to no method)?

—|s the failure rate higher in obese
women (compared to average weight
women)?

— Are there medical risks of the method
In obese women (compared to

average weight women)?
\A/That 1 thaa \AMLIND MNMEC ~rAatAanAavryy Aarn A



Body Weight and Contraception

OC Patch |DMPA |Implant [IUC Tubal

Weight gain No No Yes* |No No No

T failureratein INOA |Yes# |NoA |[NoA No A No A
obese women

Medical risk in |1DVT [No None |None Difficult | Surgical

obese women |[risk [studie Insertio |complicati
S n ons

WHO-MEC 2 2 1 1 1 Not rated

*Mainly in obese adolescents and those who experience a
>5% body weight increase within 6 months of DMPA initiation
# In women >90 kg, increase of 2-4 failures/100 couples/year




Case Study: Breastfeeding

« A 30y.o0. female is PPD#2, ready to be discharged
from hospital and desires contraception. She
plans to breastfeed.

e Which hormonal methods are safe for her to use?




Post-partum Contraception:
General Considerations

 Goals in choice of postpartum (pp) contraception
— Efficacy: limit family size, adequate birth spacing
— Support successful breastfeeding
— In GDMSs, avoid conversion to frank diabetes

e Most women begin intercourse within 1-2 months
— 60-70% are sexually active by 6 weeks pp
— 4% abstinent by the end of the 12t pp week



Post-partum Ovulation
Patterns

« Resumption of ovulation in non-lactating women
— Ovulate in 6-7 wks (median= 45 days)
— None before 25 days from the delivery
« Resumption of ovulation in lactating women
— Intensity, frequency, duration of suckling
— Time elapsed since delivery
— Maternal nutritional state
— Rate of weaning: rapid > gradual weaning

— Introduction of supplementary feeding (ovulation
usually begins 6 weeks later)




Post-partum OC's: Maternal Risk

« Changes in maternal clotting factors persist for 4-6
weeks after term delivery

— Increased VTE risk up to 4-6 week post-partum

« Concern that coagulation effects from each of
pregnancy and OC's may increase risk of VTE

— However, VTE rates have not been studied in
postpartum low-dose OC users vs. controls

 Greater VTE risks not expected with progestin only
methods, since no change in clotting factors



Post-partum Long-acting Progestins

« DMPA
— Mildly lactogenic; no change in milk content
 Implant (Implanon, Norplant studies)
— No effect on milk volume, content, or growth
« Administration before hospital discharge
— Advantage
* Protected If post-partum visit is missed
— Disadvantages
 Unnecessary for first 4 weeks
« Anatomic bleeding vs. drug side effect



Postpartum Combined Hormonal

Contraceptives (CHC)
Non-breastfeeding Women

Post-partum interval COCs/P/R

< 21 days

> 21 days

WHO Medical Eligibility Criteria for Contraceptive Use, 2009
US Medical Eligibility Criteria for Contraceptive Use, 2010



Revised WHO MEC 2010
Post-Partum CHC

Non-breastfeeding WHO MEC

a) < 21 days postpartum

1) without other risk factors for VTE 3
I1) with other risk factors for VTE 3/4*

b) =21 days to 42 days postpartum

1) without other risk factors for VTE

I1) with other risk factors for VTE

c) > 42 days postpartum



Presenter
Presentation Notes
* For non-breastfeeding women with other risk factors for VTE, such as previous VTE, thrombophilia, immobility, transfusion at delivery, body mass index > 30kg/m2, postpartum hemorrhage, immediately postcaesarean delivery, pre-eclampsia or smoking, use of combined hormonal contraceptives may pose an additional increased risk of VTE.  The category should be assessed according to the number, severity and combinations of VTE risk factors present.  Because each woman is unique with respect to her personal risk profile, clinical judgement will be necessary to determine if she may safely use combined hormonal contraceptives.


US MEC 2011 Revision
Under Consideration

Non-breastfeeding WHO MEC

a) < 21 days postpartum

b) > 21 days to 42 days postpartum

1) without other risk factors for VTE

I1) with other risk factors for VTE

c) > 42 days postpartum
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* For non-breastfeeding women with other risk factors for VTE, such as previous VTE, thrombophilia, immobility, transfusion at delivery, body mass index > 30kg/m2, postpartum hemorrhage, immediately postcaesarean delivery, pre-eclampsia or smoking, use of combined hormonal contraceptives may pose an additional increased risk of VTE.  The category should be assessed according to the number, severity and combinations of VTE risk factors present.  Because each woman is unique with respect to her personal risk profile, clinical judgement will be necessary to determine if she may safely use combined hormonal contraceptives.


WHO Medical Eligibility Criteria 2009
Post-Partum Breastfeeding

CONDITION OC/P/R POP DMPA |

< 6 weeks

6 weeks-
6 months

> 6 months




US Medical Eligibility Criteria 2010
Post-partum Breastfeeding

CONDITION OC/P/R |POP | DMPA | Implant

<1 month
postpartum

1 month to 6
months

> 6 months
postpartum




WHO MEC 20009:
Postpartum IUC Insertion

LNG-IUS |Cu-lUD Comment

< 48 hours Evidence: There was
SOME INcrease In

48 hours to expulsion rates with

4 weeks immediate insertion

compared to delayed

> 4 weeks postpartum insertion and
Interval insertion

Endometritis




US MEC 2010
Postpartum IUC Insertion

Postpartum (BF or non-BF
women) including C/S

LNG-IUS

<10 min after delivery of
placenta

10 min after delivery of
placenta to <4 wks

>4 wWKs post partum

Puerperal sepsis

Cu-luD




What's The Difference Between
the USMEC and WHO MEC?

Post partum, non-breast feeding women
 Reviewed new data and WHO re-grading
« US graded CHC use <4 weeks as
Post partum, breast feeding women
o Different time frames
— HCs: 6 weeks (WHO) = 4 weeks (US)
—|UCs: 48 hours (WHO) = 10 minutes (US)
« Downgrade (liberalize) scores



Case Study: History of Deep
Vein Thrombosis

e 24 year old G,P, woman presents with a
request for either the Pill or the Patch

* History of deep vein thrombosis in her right
calf at 18 years old

 Hospitalized for 1 week: had “shots” for 5
days; then switched to “pills” for 3 months

« Mother “had a blood clot go to her lungs”
during pregnancy

 Healthy non-smoker; stable relationship;
Intercourse once or twice a week




Risk Factors for DVT and VTE

Age (especially >40 years old)

Pregnancy, post-partum period (< 3-4 weeks)
Obesity

Immobilization with venous stasis

Personal history of DVT or VTE

Family history (inherited clotting disorder)

— Factor V Leiden mutation (Protein C resistance)
— Protein S, Protein C deficiency



Venous Thrombosis and CHC

DVT rates with increasing dose of estrogen
OC and OrthoEvra have similar DVT risk (Jick, 2006)

— NGM OCs: 4.2/10,000 women/year
— Patch: 5.3/10,000 women/year
— Age-ad] RR: 1.1 (95% CI: 0.7-1.8)

DVT risk declines with increasing duration of use
Progestin type, dose have no (or minimal) impact
No attributable risk of fatal PTE in OC users

Smoking, HTN, hypercholesterolemia, and diabetes
not risk factors for venous disease



Comparative Risks of VTE

_ w60 00 M General population
S @ M| ow-dose OC
= M High-dose OC
5 4 M Pregnancy
3 S
é § 20-30
sg o
€9 .
0

I |

Shulman, LP. J Reprod Med. 2003. Chang, J. In: Surveillance Summaries. 2003.
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Talking Points:
When communicating about risk, it’s important to discuss and compare risks associated with relevant alternatives.
The alternative to effective contraception is unintended pregnancy, which is in itself associated with risk. 
In the US approximately 470 women die each year from pregnancy-related causes (11.8 per 100,000 live births)
This slide shows one of the risks associated with unintended pregnancy: venous thromboembolism.

References:
Shulman LP, Goldzieher JW. The truth about oral contraceptives and venous thromboembolism. J Reprod Med. 2003;48:930-8.
Chang J, Elam-Evans LD, Berg CJ, et al. Pregnancy-related mortality surveillance—United States, 1991-1999. In: Surveillance Summaries, February 21, 2003. MMWR. 2003;52(SS-2):1-8.



USMEC: Deep Venous Thrombosis

a) History of DVT/PE, OC/P/R POP DMPA Impl LNG- Cu-
not on anticoagulant IUD IUD
therapy

1.) Higher risk for 4 2 2 2 2 1
recurrent DVT/PE

Ii.) Lower risk for 3 2 2 2 2 1
recurrent DVT/PE
(no risk factors)




USMEC: History of DVT/PE
Not on Anticoagulant Therapy

 Higher risk for recurrent DVT/PE
— History of estrogen-associated DVT/PE
— Pregnancy-associated DVT/PE
—ldiopathic DVT/PE
— Thrombophilia; antiphospholipid syndrome

— Active cancer (metastatic, on therapy, or < 6
months after clinical remission)

— History of recurrent DVT/PE




USMEC: Deep Venous Thrombosis

OC/P/IR POP DMPA Impl LNG- Cu-
IUD IUD

Ty

anticoagulants >3 mo

recurrent DVT/PE

I1) Lower risk for 3 2 2 2 2 2
recurrent DVT/PE




USMEC: History of DVT/PE
On Anticoagulant Therapy

 Higher risk for recurrent DVT/PE

— Known thrombophilia, including
antiphospholipid syndrome

— Active cancer (metastatic, on therapy, or
within 6 mos after clinical remission),
excluding non-melanoma skin cancer

— History of recurrent DVT/PE
e Lower risk for recurrent DVT/PE
—No risk factors



USMEC: Deep Venous Thrombosis

OC/PIR POP DMPA Impl LNG- Cu-
IUD 1UD

d) Family history 2 1 1 1 1 1
(first-deg relatives)

e) Major surgery

(1) with prolonged 4 2 2 2 2 1
Immobilization

(i1) without 2 1 1 1 1 1
prolonged

Immobilization

f) Minor surgery 1 1 1 1 1 1
without

Immobilization




Venous Thrombosis and Contraception:
Management

« Combined Hormonal Contraceptives
— OCs: use 20 ug dose of ethinyl estradiol (EE)
— Patch
e Systemic EE uptake = no liver first pass (good)
* Higher EE exposure than OC (bad)
—Ring: systemic uptake of EE + low EE exposure

 Progestin only methods and IUCs do not increase
risk of venous thrombosis and are a safe and
effective choice



Case Study: Headaches

e Ms. K is a married 22 year old G3 PO TAB3 woman
who requests OCs

e Her first two pregnancies were at 17 and 19 years
old and occurred while using condoms

e States that she had experienced occasional "sick
headaches" over the past 9 months, and
mentioned that two episodes had been so severe
that she had to go home from work




Headaches and Contraception

 Tension headache is most common type
— Muscle tightening and pain in neck, scalp
—Improved with sleep, analgesics, relaxation
— No Iinteraction with hormones

« Common (or simple) migraine headaches
—Unilateral or bilateral temporal pain
—Nausea, vomiting, visual spots/ flashing
—Sonophobia (worse pain with sound)
—Photophobia (worse pain with light)
—No aura or focal neurologic symptoms



Migraine Headache

e Classic migraine headaches
—Aura, before onset of migraine headache
—Transient hemianopsia (unilateral loss of vision)
—Unilateral paresthesias (sensory defects)
—Hemiparesis (weakness or paralysis)
—Aphasia (speech defects)



Migraine Headaches

Pre-migraine aura
 Associated with increased risk of stroke
e Symptom pattern
—Occurs 6-60 minutes before headache
— Flickering zig-zag line moves toward
periphery
— Scotomata (loss of vision)



Headaches: US MEC 2010

OC/P/R DMPA Impl LNG- Cu-
IUD IUD
---l--
migrainous
Migraine
Without aura
— Age <35
—Age >35
With aura

— Any age

|: Initiate C: Continue



Headaches and Contraception:
Management

Differentiate migraine from non-migraine headaches;
obtain neurologist consultation if necessary

If catamenial (menstrual) headaches, suggest OCs or
NuvaRing in extended regimen

CHC in women with common migraines
— Use low estrogen effect product
— Recommend frequent follow-up visits

— If HA worsening frequency or severity, or new
neurological symptoms, CHC must be discontinued

Progestin-only methods, IUC are safe and effective



Diabetes Mellitus
US MEC 2010

OC/P POP DMPA Impl LNG- Cu-
IUD IUD

History of gestational
diabetes

Nonvascular disease

. Noninsulin-dependent
ii. Insulin-dependent

Nephropathy/retinopathy!/
neuropathy

Other vascular disease or i 2 3 2 2 1
s
duration




Liver Disease
US MEC 2010

Cirrhosis

Mild,
compensated

Severe,
decomp-
ensated

Viral
hepatitis

Acute or flare

Carrier/
Chronic

OC/
P/R

POP

DMPA

Imp-
plant




Inflammatory Bowel Disease
USMEC 2010

CONDITION | COC/ | POP | DMPA Imp- |LNG-| Cu-
P/R lants IUD | IUD

IBD (Ulcerative
colitis,

Crohn’s
disease)

For women with IBD with increased risk for VTE (active or
extensive disease, surgery, immobilization, steroid use,
vitamin deficiencies, fluid depletion), the risks for
COC/P/R use generally outweigh the benefits


Presenter
Presentation Notes
Here are the preliminary recommendations in the US MEC.  Where the data were limited, the theoretical concerns were also considered in determining the numbers.  I will talk about the 2/3 for the combined hormonal methods on the next slide, but POPs are rated a 2 because one should consider risk of malabsorption.  For DMPA, rated a 2 because of consideration of possible osteopenia or osteoporosis (which was also not addressed in any of the studies).
Clarification: For women with mild IBD, with no other risk factor for VTE, the benefits of COCs/P/R use generally outweigh the risks (Category 2).  However, for women with IBD with increased risk of VTE (e.g., those with active or extensive disease, surgery, immobilization, corticosteroid use, vitamin deficiencies, fluid depletion), the risks of COCs/P/R use generally outweigh the benefits (Category 3).


History of Bariatric Surgery

USMEC 2010
OC/P/R POP [DM |Imp |Cu L N-
PA |lant [jUC IUC

Restrictive
procedures: decrease
stomach storage
capacity

Malabsorptive
procedures: shorten
functional length of
the SB

Bariatric procedures with a malabsorptive component have
the potential to decrease OC effectiveness, further

decreased by long-term diarrhea and/or vomiting




Peripartum Cardiomyopathy

USMEC 2010
OC/P/R |POP |DM |Imp [Cu- |[LN-
PA |lant |[IUC |IUC

Normal or mildly
Impaired cardiac
function

<6 mo

>6 MO

Moderately or
severely impaired
cardiac function




Solid Organ Transplantation
USMEC 2010

OC/P/R |POP [DM |Impl |Cu-

Complicated: graft
fallure, rejection,
cardiac allogratft,
vasculopathy

Uncomplicated

Women with Budd-Chiari syndrome should not use
COC/P/R because of the increased risk for thrombosis
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